the ureteral wall using the Seldinger technique and inserted the guidewire into the ureter. The basket forceps was then used to grasp the guidewire and pull it through to the side of the nephrostomy (Fig. 1C) . The fistula was dilated by use of a 6-mm balloon, and then an 8F 68-cm pigtail nephroureteral stent catheter with 5 side holes in each pigtail site (Uresil, Skokie, Ill, USA) was inserted percutaneously over the guidewire in a rendezvous fashion (Fig. 1D) . Subsequently, internal fistulation was effectively performed. We used 2 days of prophylactic antibiotics (tazobactam/ piperacillin) before and after the procedure. There were no adverse events during or after the procedure.
With the creation of the internal fistula, the percutaneous nephrostomy was closed, allowing the patient's quality of life to improve. We currently perform regular exchange of the pigtail catheter every 3 to 4 months. However, we will consider changing the pigtail catheter for a stent to further improve his quality of life.
Treatment options for severe ureteral stenosis after ileal conduit diversion comprise only external drainage, or surgical correction if a guidewire cannot pass the stenosis. 5 FV-EUS-guided ileoureterostomy can be a novel option for treating refractory ureteral stenosis after ileal conduit diversion. The application of this procedure might be infrequent, but when the need arises, we should keep this novel technique in mind to help resolve the limitations of a percutaneous procedure and ultimately improve the patient's quality of life. 
